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onal artery. After three months, we decided to attempt recanalization
of the mid LAD CTO using the retrograde approach via the septal
collateral from the PDA. Multiple selective contrast injections from
microcatheter were performed to select the septal collaterals which
were different from the previous. As we managed to advance a
guidewire and a channel dilator to the distal cap, we penetrated the
distal cap of the occlusion and inland mark of a previous placed di-
agonal artery stent. After externalization, the mid LAD was dilated
and drug-eluting stents was implanted.Case Summary. We experienced one case of successful retrograde
externalization of a left anterior descending artery (LAD) chronic total
occlusion, because we used the landmark of a previous placed diag-
onal artery stent.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Mr. A
Relevant clinical history and physical exam. 68 years old male patient
Compliant from typical chest pain at rest with optimal medical
therapy
cvRF: Ex-Smoker, Hypertension, Diabetic
P H: Inferior MI and received SK at 2008
ECG: Pathological Q in Inferior Leads and ST depression in V4-V6,
AVL
ECHO: LVEF 48%, Hypokinesia in the Apical, Anterior and Lateral
Walls.
Index Coronary Angiogram: 3-vessel disease. Total LAD and Sub-
total LCX and mid-segment RCA
[INTERVENTIONAL MANAGEMENT]
Procedural step. We use 6FGuiding Catheter
Pilot 200 wire and Maverick balloon 2.0x20 mm
we have dissection after good dilatation we use Xience DES 2.75x 38
mm and Nobori 3.0x 28 mm DES
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chance to do it with minimum risk to the patient
Must believe that treating CTO is the correct thing to do.
Predilataion and good preparation of the lesion.
Successful PCI of a CTO lesion is associated with better symptomatic
outcome, a reduced need for CABG, a lower rate of major adverse
cardiac events at 12 months and improved survival when compared
with unsuccessful attempts
Improved survival include improved LV function, reduction in risk
of ischemia-related malignant arrhythmias and better tolerance of
contralateral coronary occlusion
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. HT
Relevant clinical history and physical exam. A 60’s gentleman referred to
our hospital for revascularization of RCA CTO. He had undergone PCI
for proximal LAD due to unstable angina 5 months before. His coro-
nary risk factors were hypertension, dyslipidemia and diabetes. His
renal function was slightly reduced.
Relevant test results prior to catheterization. Echocardiogram showed no
asynergy and normal LV function with 69% of EF. Coronary CT
revealed long total occlusion of RCAwith severe calciﬁcation at the
proximal RCA. However, there was no severe calciﬁcation within the
occluded segment.
